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Abstract

THE EFFECT OF A VALUES CLARIFICATION STRATEGY ON
THE SMOKING BEHAVIOR OF PREGNANT WOMEN
by Jean Eiber

The null hypothesis of this study stated that there would be no
significant difference (a=.05) in the change in smoking behavior follow
ing a teaching intervention to discourage smoking in pregnant women
between those who completed a values clarifying strategy prior to the
intervention and those who did not.

Forty subjects were randomly

assigned 20 to an experimental group and 20 to a control group.

Both

groups completed a pretest questionnaire concerning demographic data and
smoking behavior.

Information regarding the adverse effects on the fetus

and on the developing child of smoking was presented to each subject by
the researcher.

The members of the experimental group completed a values

clarifying strategy prior to receiving this information.

A posttest

questionnaire concerning smoking behavior was completed four weeks later
by Ik of the control group and by 15 of the experimental group,

Seven of

the control group reduced their smoking behavior, four remained unchanged,
and three increased their smoking behavior.

Eleven of the experimental

group reported reduced smoking behavior and four remained unchanged.
Mann Whitney U and the Binomial Test for Equality of Proportions were
the statistical tests used to analyze the smoking behavior data,

The

difference in reduction of smoking behavior between the groups was not

The

found to be significant at the 5 percent level; however, a trend was
found in favor of decreased smoking in the experimental group:

p=.07

using the Mann Whitney U and p=.09 using the Binomial Test for Equality
of Proportions.

The null hypothesis was retained.

A t-test was run on

the comparison of changes between the experimental and control groups in
decreased number of cigarettes and gave a significant difference (p=.05).
Due to skewing of the distribution of the differences for the experi
mental group, the test was declared inapproprlate.

The difference

between the groups on the number of pregnancy variable was significant
(p=.05), yet the correlation between this variable and the variable
change in the number of cigarettes was not significantly different from
zero (r=.003).

2

UNIVERSITY LIBRARY
LOMA LINDA, CALIFORNIA

LOMA LINDA UNIVERSITY
Graduate School

THE EFFECT OF A VALUES CLARIFICATION STRATEGY ON
THE SMOKING BEHAVIOR OF PREGNANT WOMEN
by
Jean Eiber

A Thesis in Partial Fulfillment
of the Requirements for the Degree
Master of Science in the Field of Nursing

November 1979

The persons whose signatures appear below certify that this thesis in
their opinion is adequate, in scope and quality, as a thesis for the
degree Master of Science.

A-U-4JL

ll).

, Cha ? rman

Clarice W. Woodward, Professor ofNursing

{Sj&A¥

____

Frances P. Miller, Associate Professor of Nursing

Z
Joyce/^k Ho^ap, Professor o

ii

1 th Education

ACKNOWLEDGEMENTS
This study was supported in part by a training grant from the
Western Interstate Commission on Higher Education.
I would like to express my appreciation to the members of my
thesis committee, Clarice Woodward, Frances Miller, and Joyce Hopp, for
their assistance and advice.

I would also like to thank Dr. Grenith

Zimmerman for her statistical consultation.

Finally I wouId like to

thank Jan Vouchon, R.N., and the staff of the OB/Gyn Outpatient Clinic
at Riverside General Hospital for their help in collecting the data for
this study.

iii

TABLE OF CONTENTS
Page
vi i

LIST OF TABLES
Chapter
1.

THE PROBLEM
Introduction

2.

1

Research Question

2

Need for Study

2

Theoretical Development

3

Design of the Study

7

Objectives of the Study

7

Hypotheses

7

Definition of Terms

3

Smoking behavior

3

Teaching intervention

8

Values clarification strategy

8

Assumptions of the Study

8

Limitations of the Study

9

REVIEW OF THE LITERATURE

10

Smoking and Pregnancy

10

Low Birth Weight

10

Shortened Gestation

13

Peri natal Morta1ity

14

iv

Chapter

3.

4.

Page
Disadvantaged Subsequent
Development of the Child

15

Educational Programs and Change
of Smoking Behavior ...............

16

Factors Which Support Smoking Behavior

19

Physiologic Factors

19

Social Learning Model

20

Persona 1ity .

21

Values Clarification

23

Change

27

METHODOLOGY

31

Setting of the Study

31

Criteria for Selection of Subjects

32

Method of Obtaining Consent

.

33

Development of the Research Tools

.

3^

Pilot Study

35

Procedures

35

Data Col 1ection

36

Analysis of Data

37

PRESENTATION OF RESEARCH DATA

38

Demographic Data

39

Smoking Behavior Data

39

Hypotheses

.

47

Discussion

47

Summa ry

49

v

Chapter

5.

Page
SUMMARY, CONCLUSIONS, NURSING
IMPLICATIONS AND RECOMMENDATIONS

.

50

Summary

50

Conclusions .

51

Nursing Implications

52

Recommendations

53

BIBLIOGRAPHY

55

APPENDIXES
A.

Letter Requesting Permission to Conduct
the Study in the Hospital ..................

62

Letter Granting Permission to Conduct
the Study from the Hospital . . . .

64

Letter of Approval for Study from the
Ethics in Student Research Committee

66

Letter Granting Permission to Conduct
the Study from the Committee on Human Studies . .

69

E.

Letter from L. D. Longo, M.D

71

P>

Patient Consent Form for Control Group

73

G.

Patient Consent Form for Experimental Group

76

H.

Pretest Questionnaire Form

79

Posttest Questionnaire Form

81

J.

Values Clarification Strategy

83

K.

Outline for Teaching Intervention

85

B.
C.
D.

vi

LIST OF TABLES

Table

Page
Means of Pretest Questionnaire Data
of Subjects Who Withdrew . . . .

AO

Demographic Data of Control Group
Subjects .....................................

41

Demographic Data of Experimental Group
Subjects ............................................

42

4.

Means of Demographic Data

43

5.

Smoking Behavior Data of Control Group Subjects
Number of Cigarettes Per Three Days ...............

44

Smoking Behavior Data of Experimental Group Subjects
Number of Cigarettes Per Three Days ...................

45

Means of Smoking Behavior Data

46

2.

3.

6.
7.

vi i

Chapter ]

THE PROBLEM

Int roduction

In recent years there is an increased awareness of the immediate
and long-term adverse effects upon the fetus of smoking by the mother
during pregnancy.

These effects have been well documented in the liter

ature over the past two decades (Frazier, and Others, 1961; Lowe, 1959;
Zabriskie, 1963; Underwood, and Others, 1967; Hardy and Mel 1 its, 1972;
Goldstein, 1973; Longo, 1976; Surgeon General's Report on Smoking, 1979).
Documentation of these dangers to the fetus has intensified an
interest on the part of health professionals to change the smoking be
havior of pregnant women (Fielding and Yankauer, 1978).

Until recent 1y

programs to reduce smoking behavior in the pregnant woman have received
little attention in this country (Danaher, and Others, 1978).
Educational programs designed to change smoking behavior have
shown little success with the youth and with adults the results have been
poor or inconsistent.

The majority of programs seem to assume that man

is a rational being and will act in his own best interest when presented
with information relevant to his behavior (Thompson, 1978).

in spite of

information concerning the adverse effects of smoking, the habit seems
to have actually flourished in recent years especially among young
American women (Fielding and Yankauer, 1978).

1

2
The role of beliefs and values in the prediction of behavioral
change has been largely neglected in the smoking reduction programs.
Values clarification is a process by which the beliefs and values of an
individual are clarified.

Strategies or exercises are performed by the

individual which result in this c1arification.

As a result of this

approach, if values are found to be in conflict with new information the
individual may decide to change the values.

The use of a values clarifi

cation strategy in the classroom has been found to increase the positive
response of the student to learning (Kirschenbaum, 1977; Kaplan and
Cowles, 1978; Raths, and Others, 1966; Greenberg, 1975).
This research study attempted to investigate whether the use of
a values clarification strategy, given prior to a teaching intervention
intended to provide information concerning the adverse effects upon the
fetus and the growing child of smoking, would bring about changed smoking
behavior in pregnant women.

If the use of the strategy was found effec

tive such an approach could be used prior to teaching interventions more
widely in the future.

Research Question
The specific problem of this study was stated as follows:

Will a

values clarification strategy assist a group of pregnant women to reduce
their smoking behavior?

Need for Study
The need to reduce smoking behavior of pregnant women becomes
increasingly important as the adverse effect upon the fetus and the

3
growing child of smoking is better documented.

Smoking in pregnancy is

now associated with lower birth weights, shortened gestation, higher
rates of spontaneous abortion, especially during the last months of
pregnancy, more frequent complications of pregnancy and labor, and higher
rates of perinatal mortality (Kline, and Others, 1977; Longo, 1976;
Goujard, and Others, 1975; McKean, 1978; Meyer, 1977; Naeye, 1978; Sur
geon General's Report on Smoking, 1979).
Nursing interventions designed to bring about change in patient
behavior have largely been based on supplying information.

The lack of

patient compliance which results is a recognized problem.

Nursing edu

cators are documenting the significant impact which the values clarifi
cation approach may have on patient teaching.

They suggest that the nurse

must first assist the patient to identify what is valued.

There may be a

great discrepancy between what the patient sees as important to learn and
what the nurse views as important information to dispense.

It has been

found that compliance is high if the patient is aware of the importance
of the information personally, and values the change it will produce
(Uustal , 1977, 1978; Coletta, 1978; Steele and Harmon, 1979).

Research

to demonstrate the effect of a values clarification approach is necessary
to support the view held by these educators concerning patient teaching.
A study to look at one means of the use of a values clarification strategy
prior to a teaching intervention seemed indicated.
Theoretical Development
This study utilized Lewis Raths1 theory of values clarification
(Raths, and Others, 1966) and Kurt Lewin's theory of change (Lewin, 1951).

b
Any population whose behavior was found to produce adverse effects upon
its members and where teaching interventions were frequently used in an
attempt to alter the behavior would have been appropriate for this study.
Pregnant women who smoke were chosen as the population due to the recent
findings concerning effects on the fetus and the growing child of smoking
by the mother, and because of the researcher's interest in the area of
parent-child nursing.

Some of the concepts of values clarification theory are sum
marized here.

Values are those things which make a difference in living

and give direction to life.

The three processes of valuing are choosing,

prizing, and acting on values.

These processes contain seven steps:

(l) values must be freely chosen; (2) values must be chosen from a list
of alternatives; (3) there must be a thoughtful consideration of each of
the outcomes of the alternatives; (4) values must be prized and cherished;
(5) there must be a willingness to make values known to others; (6)
choices must precipitate action; and (7) values must be integrated into
life style (Simon and Clark, 1975; Paths, and Others, 1966).

In order

to create change in behavior, one has to witness inconsistencies in one's
value system.

Being exposed to new information which is inconsistent

with one's values system is one way to bring about a self-examination of
the existing values system (Rokearch, 1968).
Steele and Harmon (1979) suggest that finding this degree of dis
crepancy between the current situation and the possible situation creates
the most effective conditions for change to take place.

V/hen some held

values are found to be inconsistent with other values it may be wise to
change those values which interfere with desired outcomes.
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It was expected that pregnant women would choose values which
demonstrated concern for the welfare of the fetus.

If the smoking be

havior which they were demonstrating was shown to be detrimental to the
fetus and in conflict with those values a discrepancy between the existing
situation and the desired situation would be identified.

Under this con

dition it was hoped the pregnant woman would discontinue her smoking be
havior or at least modify it.

This change was expected to be further

enhanced if the effect of maternal behavior on the fetus was valued by
the pregnant woman.
A values clarification strategy was used to raise the pregnant
woman's level of awareness of her values concerning the health of her
infant and the effect her behavior may have on the fetus during preg
nancy.

A teaching presentation concerning the adverse effects on the

fetus and the growing child of smoking followed the values clarification
strategy.
Kurt Lewin's change theory includes the concepts of force field
analysis, unfreezing, changing, and refreezing (lewin, 1951).

A brief

summary of these concepts is presented followed by a description of the
application of values clarification to this theory.
Force field analysis is a technique for diagnosing a situation
for change potential.

In any situation there are both driving and re-

straining forces which may influence a proposed change.

Driving forces

tend to initiate a change and keep it going, while restraining forces
tend to restrain or decrease driving forces.

When the sum of the driving

forces equals the sum of the restraining forces equilibrium exists and
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no force for or against change is exerted.

When the sum of the driving

forces exceeds the sum of the restraining forces change is more likely
to occur.

When the restraining forces total a sum larger than the driv-

i ng forces change is inhibited.
The change process contains three phases.

The aim of unfreezing,

the first phase, is to motivate and make the individual ready to change.
In order to bring this about the driving forces may be increased or the
restraining forces may be decreased.
Changing, the second phase, provides the individual with a new
pattern of behavior.
change may occur:

Lewin has identified two methods by which this

identification and internalization.

Identification

occurs when the individual is presented with a model which he will wish
to imitate.

Internalization occurs when the individual is placed in a

situation which requires new behavior if he is to be successful.

Th i s

occurs more often when the direction of the change is left to the indi
vidual .
The final phase, refreezing, is the process by which the newlyacquired behavior comes to be integrated as patterned behavior into the
individual's personality (Hersey and Blanchard, 1977; Arndt and Huckaby,
1975; Ritchie and Thompson, 1975; Hackman and Suttle, 1977)In this study the pregnant woman's values concerning the health
of the fetus were seen as driving forces.

The values c1 arifI cation

strategy was the means used to increase the sum of these forces.
1 nterna 1 izat ion was i dent i f ied as the method by wh i ch the subjects
would change their behavior.

As a result of information given through
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the teaching intervention they found themselves in a situation which
required a behavior change in order to feel comfortable with their
stated values concerning the welfare of the fetus.
The refreezing was seen as a natural consequence of this interna1ization.

Since the motivation to remain comfortable in the new

situation was ongoing, it was expected that the internalized behavior
had become integrated as patterned behavior.

Design of the Study

This was an experimental study involving women in the first and
second trimesters of a pregnancy.

All of the women were cigarette

smokers at the beginning of the study.

Objectives of the Study
The overall objective of this study was to test whether a
values clarification strategy would enhance behavior change when given
prior to a teaching intervention designed to produce a change in be
havior.

The specific objective was to determine whether the pregnant

women In the study showed a significant (a=.05) change in their smoking
behavior when they had completed a values clarifying strategy prior to
attending a presentation on the adverse effects on the fetus and the
growing child of smoking.

Hypotheses
The null hypothesis states there will be no significant dif
ference (a=.05) in the change in smoking behavior following a teaching
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Intervention designed to discourage smoking in pregnant women between
those who complete a values clarifying strategy prior to the interven
tion and those who do not.
The directional alternative hypothesis states pregnant women
who complete a values clarifying strategy prior to a teaching inter
vention designed to discourage smoking will show a greater reduction in
smoking behavior than those who do not at a (a=.05) level of signifi
cance .

Definition of Terms

Smoking behavior.

The number, brand used, and type of cigarette

smoked in a 24-hour period by women in this study.

Teaching intervention.

An oral presentation by the researcher

concerning adverse effects on the fetus and the growing child of smoking.
The intent will be to discourage smoking by the pregnant woman.

Values clarification strategy.

A paper and pencil exercise in

which forced answers are required to questions concerning the effect of
maternal behavior on the fetus, present maternal behavior, and value
placed on the fetus.
Assumptions of the Study
1 .

Smoking during pregnancy has an adverse effect upon the fetus

and the growing child.
2.
acted upon.

When values are freely chosen and prized they are usually
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3.

When values are related to the effect of maternal behavior

upon the fetus, the pregnant woman will choose behavior which will not
have an adverse effect upon the fetua.

4.

Exposure to new information which is inconsistent with an

existing values system results in an increased readiness to change.
Limitations of the Study
1.

A nonrandom sample was used.

2.

Data collection depended on retrospective questions which

may have involved faulty memory.

3.

The validity and reliability of the data collecting tools

and the values clarifying exercise had not been tested.

4.

Uncontrolled variables may have influenced the study.

5.

The researcher was not present to answer any questions the

subjects may have had concerning the posttest questionnaires.

6.

The failure-to-keep-appointment rate was very high at this

clinic and resulted in the loss of subjects from the study.

7.

Time pressures in the clinic setting resulted in the use of

a single values clarification strategy rather than the use of a series
of strategies which might have been better.

Chapter 2

REVIEW OF THE LITERATURE

When serving as a change agent to bring about reduction of
smoking behavior by a pregnant woman, the nurse must be aware of certain
facts and principles which form a basis for her practice.

This back

ground information was obtained through a review of the literature in
the areas of the effects of maternal smoking during pregnancy demon
strated by the fetus, newborn, and the growing child, the problems edu
cators have experienced when attempting to use educational programs to
change smoking behavior, reasons which support smoking behavior, values
clarification and its use in education and nursing, and change theory.

Smoking and Pregnancy

During the past two decades scientific literature has accumulated
which supports earlier findings which suggested cigarette smoking during
pregnancy had a significant and adverse effect upon the health of the
fetus, well being of the perinate, and future development of the infant.
This literature identified relationships between smoking in pregnancy and
low birth weight, shortened gestation, perinatal mortality, and disad
vantaged subsequent development of the child (Surgeon General's Report on
Smoking, 1979, Chap. 8).

Low Birth Weight
The finding that infants born to women who smoked during their
pregnancies are, on the average, 200 grams lighter than infants born to
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nonsmoking women was reported by Simpson in 1957-

This finding has been

confirmed by studies which have continued to the present (Silverman, 1977;
Fielding, 1973; Williams and Meyer, 1973; Meyer, 1978; Underwood, and
Others, 1967; Zabriskie, 1963).

It was reported that a greater percentage

of babies who weigh less than 2,500 grams at birth are those born to
mothers who smoked during the pregnancy (Anonymous, 1979).

Studies have

concluded that the more a woman smokes during a pregnancy, the greater
the chance she will have a low birth weight baby and there is an inverse
relationship between the number of cigarettes she smokes and the weight
of the infant (Butler, and Others, 1972; Cope, and Others, 1973; Surgeon
General's Report on Smoking, 1979, Chapter S).

Analysis of data col-

lected in the Ontario Perinatal Mortality Study done during 1960-1961 is
continuing.

It was found maternal smoking was associated with a larger

difference in birth weight than any of eight other relevant factors which
were investigated (Meyer, and Others, 1976).

This supports the findings

of other researchers who suggest the effect of smoking is independent of
other genetic, environmental, and pregnancy-related factors known to in
fluence birth weight (tubs, 1973; Miller, and Others, 1976; Meyer, 1978).
The lower birth weight cannot be explained as the result of
shortened gestational age as it has been found among infants of the same
gestational age, that smokers' infants have lower average birth weights
than nonsmokers

infants (Andrew and McGarry, 1972; Rush and Kass, 1972).

The most likely mechanism by which tobacco reduces birth weight was thought
to be oxygen deprivation caused by carbon monoxide present in the cigarette smoke.

Longo (1977) found carbon monoxide readily crosses the
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p 1 acenta.

Relatively low levels of carbon monoxide displace oxygen from

combination with hemoglobin due to the affinity of hemoglobin for carbon
monoxide being about 200 times greater than for oxygen.

Dow and others

(1975) questioned whether the lower concentration of hemoglobin found in
the pregnant woman's blood accounts for the rise in carboxyhemog1ob?n
concentration after smoking a single cigarette which is greater than that
found in a nonpregnant woman.

In the fetus this carboxyhemog1obin con

centration is about 10 to 15 per cent greater than in the mother and is
eliminated more slowly.

Longe (1975) suggests the partial pressure of

oxygen in fetal blood decreases in proportion to the carboxyhemog1obin
concentration in fetal and maternal blood.

The reduction i n oxygen tension

may result in severe hypoxia of vital fetal tissue and be a factor in the
lower birth weight of smokers

infants.

The possibility that a decreased oxygen supply during pregnancy
results in low birth weight is related in the literature to the finding
that infants born at higher altitudes are smaller than those born at sea
1 eve 1.

These infants are found to have elevated hemoglobin and red blood

cell levels which are signs of fetal adaptation to lack of oxygen.
umbilical cord of smokers

The

infants has been found to contain blood with

these higher levels and it is suggested this represents the same fetal
adaptation to oxygen lack (D1Souza, and Others, 1973; Anonymous, 1979;
Meyer and Tonascia, 1977; Kruger and Arias-Stel1 a, 1970).
The validity of the smoking causality hypothesis related to low
birth weight was questioned by Hickey and others (1973).
asked were:

The questions

Is it possible that women who smoke may have a physiologic
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deficiency of some biogenic amine hormone, such as epinephrine or nor
epinephrine, and if so, does nicotine contribute to the alleviation of
the deficiency?

Is smoking symptomatic of this deficiency and is it not

this deficiency rather than the smoking itself which contributes to low
birth weight?

Yerushalmy (1971, 1972) also questioned the validity of

the causality of smoking by the mother to the low birth weight of the
infant.

He identified a cluster of behaviors which the mothers who smoke

often share in common and he believed it was the smoker not the smoking
that resulted in the low birth weight of her infant.

His study did find

a lower birth weight in the infants of mothers who smoked; however, he
found the infants of nonsmoking mothers who later became smokers were
a1 so low in weight.
served associations.

He cautioned against inferring causation from obNaeye (1973) refuted these findings with-his study

of 2,100 repeat pregnancies in the same women.

He found those who smoked

in one pregnancy and not in the other had infants with lower birth weight
in the pregnancy where the mother smoked.

Shortened Gestation
Length of gestation has been found to be shortened by smoking
(Andrews and McGarry, 1972; Mayer, and Others, 1973).

The shortening was

not uniform for all pregnancies and one study found birth occurred before
38 weeks of pregnancy In 16.5 per cent of smokers compared with 12.2 per
cent of nonsmokers.

The effect of smoking appeared to be more pronounced

among Blacks and when the Black women smoked 24.5 per cent delivered at
less than 37 weeks gestation while Black nonsmokers had a 13-3 per cent
rate.

Among white women delivering at less than 37 weeks, the smokers

were 6.6 per cent and the nonsmokers 4.4 per cent (tubs, 1973).
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Perinata1 Morta1ity
Perinatal mortality which was defined as

. . fetal deaths at

20 weeks or more of gestation plus neonatal deaths within the first week
after delivery" has been estimated to be a 24 to 43 per cent higher risk
to the infants of smokers than of nonsmokers (Anonymous, 1979, pp. L-15) •
When other factors affecting perinatal mortality were controlled, the
risk to smokers

infants was 20 per cent higher if the smoker smoked less

than a pack a day but 35 per cent higher for those smoking more than a
pack a day.

Among Blacks with a lower standard of living the risk may be

as much as 86 per cent higher than for the infant of the Black nonsmoker.
If any mother in a lower socioeconomic group is of high parity or has a
history of previous low birth weight infants, smoking may increase peri• natal mortality risk 70 to 100 per cent (Meyer, and Others, 1974; Rush and
Kass, 1972; Butler, and Others, 1972; Williams and Meyer, 1973; Meyer and
Comstock, 1972).
The Surgeon General's Report on Smoking (1979) concluded that the
risk of perinatal death increased directly with increased levels of
smoking by the mother during pregnancy.

Findings indicated the excess of

perinatal deaths found in infants of smokers resulted from problems
related to the pregnancy rather than from abnormalities of the fetus or
neonate.

iherefore, ". . . maternal smoking can be a direct cause of

fetal or neonatal death in an otherwise normal infant.

(Surgeon Genera 11s

Report on Smoking, 1979, pp. 8-48)
Williams and Meyer (1973) estimate that of the 87,263 still
births and neonatal deaths occurring in the United States in 1968, 4,600
could be due to the increased mortality risk they experience as infants
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of mothers who smoked during the pregnancy.

These 4,600 were viewed as

preventable deaths.
Findings are reported by Yerushalmy (1973) in which the low-birthweight infants of smokers survived better than the low-birth-weight in
fants of nonsmokers.

The gestational retardation of the smoker's infant

rather than the gestational immaturity of the nonsmoker's infant was sug
gested as an explanation.

Disadvantaged Subsequent Development
of the Child
The long-term consequences of fetal growth retardation found
related to maternal smoking during pregnancy was of greater concern than
wereb i rth measurements.

Evidence showed these children had

in physical, intellectual, and emotional development.

deficiencies

These deficiencies

were found to be independent of other predisposing factors (Surgeon Gen
eral's Report on Smoking, 1979, pp. 8-21).
A study by Wingerd and Schoen (197*0 was conducted on 3,707 chil
dren at birth and at five years of age.

The children of mothers who

smoked during the pregnancy were found to be shorter at birth and at five
years than those of nonsmoking mothers.
Intellectual development as well as physical development was
tested in a study by Hardy and Mel 1 its (1972).

When the children were

matched for race, date of delivery, maternal age and education, and sex
of the child, the mean values of body weight, length, and head circum
ference were larger for nonsmokers1 children through age seven.

At age

seven, the nonsmokers1 children scored higher on all intelligence tests
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except for an arithmetic subtest.

Few of the differences were statisti

cally significant; however, the direction of the observed differences was
in favor of the nonsmokers1 children.
The neurological, intellectual, and behavioral status of 326
children were evaluated by Dunn and others (1977).

The results were

analyzed according to the mothers' smoking habits during pregnancy.

The

smokers' children demonstrated slightly more neurological abnormalities.
The mean scores of the nonsmokers

children were better in 45 out of 48

correlations in a battery of psychological tests.

Behavior ratings and

school placement differences in favor of the nonsmoker's child were also
demonstrated.
The British National Child Development Study (Butler and Gold
stein, 1973; Davie, and Others, 1972) followed the children of several
thousand smoking women.

At age seven these children were found to be

four months behind nonsmokers' children in reading ability.

At age 11

these children were found to be four months behind in reading ability and
five months behind nonsmokers' children in mathematics.

In other studies,

different groups of children were tested at five, six-and-one-ha1f, and
seven years of age and the children of smokers were found to average
about one centimeter less in height (Dunn, and Others, 1976; Goldstein,
1973; Wingerd and Schoen, 1974).

Educational Programs and Change
of Smoking Behavior

In a review of reports of educational programs designed to change
smoking behavior, the results indicated most attempts to influence the
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smoking behavior of children and adolescents have had little success.
The theme most commonly used by educators has been that smoking is a
threat to health.

Programs using this theme have reported little success.

Adult smoking education programs have shown mixed results.

The most suc

cessful programs have been those using withdrawal clinics and individual
counseling approaches in addition to information giving (Thompson, 1978).
Four theoretical concepts underlying most educational programs to
discourage smoking have been identified by Thompson (1978).

When an anti

smoking climate was the intent, social pressure and support were used.
The educational principle that the learner should be actively involved in
his own learning was used by many programs.

In programs where the theory

that smoking behavior is a conditioned response which can be eliminated by
a new conditioning process was used, the smoker was taught to associate
something unpleasant with smoking.

Finally, the premise that man is a

rational being and will act in his own best interest was used by those
programs which emphasized the health, social, and economic costs of
smoking.
Watson (1966) evaluated different methods of teaching for their
ability to change behavior, attitude, and knowledge,

Approaches used were

the didactic approach, group discussion, psychological persuasion, and a
combination of all three.

There was no best method and when one method

scored best In a particular area it was less successful in the other
areas.
Danaher and others (1978) suggest that pregnancy may be an optimal
time for programs aimed at changing smoking behavior since the mother is
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then responsible for both her health and that of her infant.

Programs

for pregnant women smokers have received attention in Great Britain al
though not much attention has been given to them in the United States
(Donovan, 1977).

One program reported by Donovan (1977) used physicians

to relate the evidence on special risks to the infant and methods for the
woman to use to stop smoking.

Results were inconclusive.

Smoking cessation programs conducted around the world from 1957
to 1968 were examined by Schwartz (1969).

He concluded that few tech-

niques used by the programs were shown to have high success rates,

Mos t

methods used were those which were least acceptable to smokers who wished
to quit and there was a high rate of recidivism,

In a later study of pro

grams from I969 to 197^ it was reported that while there often were
excellent end-of-the-program results, the follow-up evaluation showed a
20 to 35 per cent reduction in abstainers.

Major conditions felt to be

necessary for a successful program were multiple cessation methods, monetary payment to increase personal commitment, and the presence of risk
factors (Swartz and Rider, 1977).
One of the most popular smoking cessation programs reported by
Swartz and Rider (1977) was the Seventh-day Adventists

Five-Day Plan.

In this program a physician-clergyman team conducted five consecutive
two-hour sessions and several weekly follow-up meetings,

A buddy system

was used and participants viewed films, attended lectures, observed
models, participated in discussions, and were encouraged to observe good
health practices as well as abstain from caffeine and alcohol.

Over

11 million cigarette smokers have participated in the program and
abstinence rates on a one-year follow-up ranged from 14 to 33 per cent.
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Hiemstra (1976) reported that often the most effective method in
adult education is when the teacher serves as a facilitator of learning
rather than a transmitter of knowledge.

For learning to occur the stu

dent should be involved in the planning and the learning is more effective
if the student's own experience is utilized in the educational process.
The role of beliefs and values as predictors of behavioral change
was considered by Kaplin and Cowles (1978).

They suggest that behavior-

ally-oriented researchers have neglected beliefs and values in the smoking
reduction literature.

It is hypothesized that 111ndivIdua1s who join a

smoking reduction program might be helped by early exposures to techniques
designed to increase the value they place upon their health. . .
lin and Cowles, 1978, p. 135)

(Kep-

These researchers found individuals who

valued health highly were most successful in achieving and maintaining
changes in their smoking behavior.
The Surgeon General's Report on Smoking (1979) observed that
facts alone are not sufficient to deter smokers.

Positive attitudes

toward the facts concerning the hazards of smoking are required.

When

negative attitudes concerning these facts exist, efforts to redirect them
toward the positive should be made (Surgeon General's Report on Smoking,
1979, pp. 20-26).
Factors Which Support Smoking Behavior

Physiologic Factors
Establishment and reinforcement of the smoking habit may result
from pharmacological compounds found in cigarette smoke.

Tar, nicotine,
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and carbon monoxide are thought to be the most likely pharmacological
compounds.

Jarvic (1973) identified nicotine as the primary reinforcing

agent for smoking behavior.

It is the most powerful pharmacologica1

agent in cigarette smoke and produces diffuse physiological changes
which by contributing to increased arousal may enhance the establish
ment of the smoking habit.

Little evidence was found to support the

fact of carbon monoxide as a reinforcer for smoking behavior; however,
the high levels of carboxyhemog1obin found in smokers can induce poly
cythemia.

This compensatory response to inhalation of carbon monoxide

by the smoker aids in coping with the oxygen deficit produced by the
smoking and may contribute to the habit (Surgeon General's Report on
Smoking, 1979, pp. 15-25) •

Goldfarb and others (1976) suggested that

tar was of importance in establishing the cigarette habit.

Its role as-

a reinforcer was difficult to evaluate since tar and nicotine were found
to co-vary.
The nicotine addiction model of smoking is offered by Schacter
(1978) .

The model viewed smoking as a response to nicotine withdrawal

in the addicted smoker.

it implied an internal regulatory mechanism

which detected the level of nicotine in the body.

This level was main

tained within limits by regulating the frequency of smoking.

Probably

much more research is needed to determine the total effects of smoking
on body physiology.
Social Learning Model
Social learning theory extends behavior modification to situa
tions which involve interpersona1 activity and also adds the concept of
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modeling which is based on social reinforcement as well as imitation
(Surgeon General's Report on Smoking, 1979, pp. 16-25).

In the appli-

cation of this theory to smoking, the habit begins with social reinforce
ment, usually peer pressure.

Although inhalation of smoke is initially

undesirable, after practice, habituation occurs and the smoking begins
to provide its own positive reinforcement.
learned behavior from the beginning.

The smoking is seen as a

The social reinforcement is

immediate and has far more influence over the smoking behavior than the
delayed ultimate adversive consequences of smoking which might be ex
pected to deter the behavior.
Bandura (1977) who proposed the social learning theory saw it
governed by the processes of attention, retention, motor reproduction.
and motivation.

It was involved with imitative processes.

Evans (1976)

saw smoking to be initiated as a result of the imitation of models such
as peers.

Kaplin and Cowles (1978) viewed social learning theory's

perception of behavior as the expectations an individual holds for the
outcomes of the alternatives in a situation and the value he places on
these outcomes.

Thus the value an individual places on smoking would

influence his behavior.

Personal 1ty
Differences between smokers and nonsmokers were identified by
Buhl and Bell (1976) through an epidemiologic study.
to have the following characteristics:

Smokers were found

to be males, 30-44 years of age,

less educated, divorced or separated, middle socioeconomic class,
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experiencing larger numbers of stressful life events, did not grow up
with their real parents, and had unhappy childhoods.

The smokers were

also found to score higher on tests measuring anxiety and depression.
Lebovits and others (1972) attempted through the use of psycho
logical tests to identify a smoking personality.

The result of the

research was that they were unable to confirm the existence of a smoking
personality.

They did suggest to those who wish to modify smoking

habits that they focus on internal and external stimuli related to
sociability, depression, and tension release.
In attempting to predict success in a smoking withdrawal pro
gram, Jacobs (1972) looked at personality traits in heavy smokers.

A1 1

were found to demonstrate feelings of depression, anxiety, and hos
tility, and perceived the family experience to lack affection and
wa rmth.

One group of smokers demonstrated impulsive, rebellious, danger

seeking behavior and were viewed as having too little impulse control.
A second group of smokers appeared obsessive, cautious, guarded,
socially isolated and exhibited too much control through inhibition,
procrastination, lack of intimacy, and fear of expressing feelings.
The personality traits of both groups suggested denial of weakness and
lack of openness or closeness with others.
Personality traits which appear to interfere with a smoker's

ability to quit smoking were identified by Caplan and others (1975).
Those smokers who were hard-driving, persistent, competitive, involved
in work, and overloaded with work were less able to quit smoking than
those with opposite characteristics.

if the smoker had low work load
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and low social support he was better able to quit than a smoker who had
either a high work load or high social support alone.
The Surgeon General's Report on Smoking (1979) concluded that
smokers had greater antisocial tendencies, were more externally con
trolled, higher in heterosexuality, lower in deference, lower in order,
and females showed a generally positive association between smoking and
anxiety (Surgeon General's Report on Smoking, 1979, PP. 8-17).

11 was

also agreed that smokers consume more caffeine, alcohol, psychotropic
drugs, marijuana, and aspirin than do nonsmokers (pp. 8-13).

Values Clarification

Raths and others (1966) identified values as those guides to
behavior which give direction to one's life.

It is believed that these

values are developed through three main processes.

First, one must

choose freely from among alternatives after considering the consequences.
Second, one must prize the value by cherishing it, being happy with the
choice, and be willing to affirm the choice publicly.

Third, one must

act upon the value by doing something with it repreatedly in some pattern of life.

The result of this process is called a value (Raths, and

Others , 1966, p. 30).
Raths, who has become prominent in developing values clarifica
tion, introduced a means whereby values might be clarified by the individual .

He feels there is no set formula for clarifying values.

One

method he offers is the use of a values exercise which may consist of a

24
provocative statement and a series of questions.

it is expected that

the statement will raise an issue and the questions are intended to
carry the student through the clarifying process (Raths, and Others,
1966, p. 83).

The value which the student identifies is

. a re

sult of activation of both the affective and cognitive domains . .
and seems to be one of the connecting links that have been carefully
delineated.

(Raths, and Others, 1966, p. 225)

He further suggests

that written responses to the questions on the value exercise will
elicit more careful thought than oral response.
The link between the affective and cognitive domain which re
sults from value clarification is referred to by Kirschenbaum (1977,
p. 22). "... [Vjalues clarification contributed to higher school
achievement, presumably as a result of the students' greater clarity
about goals and purposes.

He suggests four ways in which people may

clarify values by using the valuing process:

first, the use of the

clarifying question which is designed to help clarify some particular
area in their lives; secondly, the clarifying interview which helps in
some choice being made; thirdly, through the use of activities (strat
egies) designed to help learn the valueing process and apply to areas
of confusion or conflict; and finally, values clarification can be
applied to subject matter both general and specific.

Here the student

is given the opportunity to relate the subject matter to his own value
development (Kirschenbaum, 1977, pp. 21-22).
Ki rschenbaum defines value clarification as "An approach that
utilizes questions and activities designed to teach the valuing process
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. . and skillfully to apply the valuing processes to value-rich areas
in their lives." (1977, p. 12)
valuing process.
and acting.

He identifies five dimensions of the

These are thinking, feeling, choosing, communicating,

He believes that when the use of a values clarification has

a specific goal there are valid and reliable ways in which to measure
the results.

The movement from the use of strategies such as the clari-

fying response and the value sheet to that of the repeatable and one
time strategies are examples of advances in values clarification (1977,
P- 1^2).
Brian Hall (1973) suggests that as an individual experiences life
he comes to discover what his values are and searches out alternatives
from which to choose (1973, P* ^5).
value.

Hall offers two definitions of a

One, "A value is something that is chosen from alternatives and

is acted upon and enhances creative integration and development of human
personality.

(1973, p. 50)

Second, "A value is the stance that the

self takes to the total environment as expressed through its behavior,
ideas, body feelings, and imagination.

(1973, P- 55)

These values are

in constant change and not necessarily formed permanently.

When a value

is defined in terms of the valuing process it becomes the area of values
clarification (1973, p. 53).
Values clarification is not expected to help the individual to
develop values, but rather to clarify existing values.

One may then

decide to change values if they are viewed as undesirable.

Through

activities conducted in class, the teacher is able to help the student
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to perceive the reality of his values.

These activities include the

processes of choosing, prizing, and acting.

It is recognized that the

means by which values related to heal th care are acquired are not clearly
understood and could be the topic for further research (Greenberg, 1975,
PP- 93-95).
Steele and Harmon (1979) suggest that nurses who undertake the
values clarifying process are better prepared to care for clients (p. 8).
The fact that nurses interact with other professionals indicates that
completing a personal values clarification process is not enough.

She

must begin to discuss with colleagues and clients any value-laden situa
tions they must face together.

A nurse's personal values and profes

sional values may be in conflict.

The authors view any activity which

forces an individual to look critically at the value system he sub
scribes to as a growth-producing experience (1979, p. 6).

The nurse may

become involved in values c1arification concerning the rights of others,
technology, research, and society's ethical responsibility to protect
the patient.
The importance of values clarification is related to philosophy
and especially a philosophy of nursing.

A philosophy is a statement of

belief and beliefs influence values (Steele and Harmon, 1979, p. 55).
These beliefs, interests, feelings, attitudes and convictions are
referred to as value indicators by Hall (1973, p. 1^).

These fa 11 short

of being a real value in that they do not meet all of the criteria
established for a value.

Uustal (1978, p. 2058) writes,

Values form
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your philosophy and are the basis for your actions."

She suggests that it

is impossible for the nurse to care for clients without understanding the
clients' values as well as her own.

When teaching patients it is neces

sary to examine personal values first to see how they may influence the
information she shares with the patient and then work within the patient's
own value system.

Coletta (1978) suggests the use of values clarification

by nurses to analyze and prioritize their values so they can begin to act
in a manner which is consistent with those values.

Another use of values

clarification is to help patients identify conflict areas, examine and
choose from alternatives, set goals, and to act.

Change

Two types of change are identified by Kramer and Schmalenberg
(1977, p. 180).

The first is congruent change in which the change goes

from a plus direction to a more plus direction.

This change is said to be

easier to produce than incongruent change which is the second type.

Here

the change is from a plus to a minus direction or from a minus to a plus.
When the change deals with attitudes three ways of bringing about the
change are suggested.
information.

The one most commonly used is exposure to additional

It is the basis for patient instruction and has been shown to

be the least effective.

The second way is a change in group affiliation.

A move to a new group brings pressure to accept the attitudes and values
of the group as pressure from the old group decreases.

The third way i s

enforced modification of behavior through control of important rewards and
sanctions.

When forced into a behavior which is counter to his values or
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attitudes, an individual will experience incongruity.

The incongruity

will usually bring about a change in attitude which will allow the be
havior to be comfortable.
The resistance to change is explained by Pluckhan (1978, p. 181)
as the need of an individual to maintain internal consistency and resist
input which does not conform to the stored data.

When incongruent mes

sages are received the response is often painful.

Sometimes change is

resisted because the individual does not believe he is able to behave in
other ways.

Pluckhan writes, "Without pain there may be no gains, no

chance,to grow." (1978, p. 181)

Tension, discomfort, and anxiety are

often the motivating forces that bring about change.
Hersey and Blanchard (1977, p. 2) recognize four levels of change:
First, changes in knowledge which are the easiest to make; second, changes
in attitudes, and these are emotionally charged either negatively or posi
tively; next, changes in behavior, which are more difficult than either of
the other two; and finally,

group or organizational performance change

which is the most difficult and time consuming of all.

Four theories

assumed to be helpful in designing change strategies are presented.

The

force field analysis looks at any situation as containing forces which
support change and are called driving forces and those which impede change
and are called restraining forces.

Before a change is undertaken it is

necessary to analyze the situation for the sum of these forces.
The next theory is that of change cycles.

Here the change occurs

through the use of either participative or directive change cycle.

Hersey

and Blanchard (1977) assert there is no best cycle and that the choice
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depends on the situation.

The theory of communication patterns suggests

that people in groups communicate in particular patterns and the star and
circle pattern are discussed (p. 286).
Lewin's theory of change which includes the change process is
presented (1951, p. 289).

The change process involves three phases:

freezing, changing, and refreezing.
the established behavior.

un

Unfreezing is the breaking down of

Changing occurs through two mechanisms either

identification or internalization.

Refreezing occurs when the new be

havior comes to be integrated as patterned behavior.
The pace of change is an important consideration (Hackman and
Suttle, 1977, p. 381).
will determine the pace.

The strategies chosen to bring about the change
Rapid change is produced through the use of

power strategies while slow change gears its pace to people's growth in
needs and expectations.
Arndt and Huckabay (1975, p. 162) suggest it is easier to bring
about change when individuals are formed into groups than when the indi
vidual is functioning alone.

This is thought to be due to the force

exerted by the group on the individual members.

Most individuals stay

close to the standards of the group to which they belong."

A suggestion

given for overcoming resistance to change was to involve the individuals
who will be affected by the change in the decision to make the change.
Two aspects of change are described by Lawrence (1977, p. 353).
Change is seen as having both a technical and a social aspect.

The

technical aspect is bringing about a change in the behavior while the
social aspect refers to how the individual believes the change will alter
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his established relationships.

Lawrence (1976) reports that research data

tends to confirm that the social aspect rather than the magnitude of the
technical aspect determines the presence or absence of resistance to the
change.

Chapter 3

METHODOLOGY

An experimental approach which utilized a pre-post design was
used in this study (Fox, 1976, p. 200).

According to Fox, this is the

design found in almost all experimental studies reported in the nursing
literature.

An attempt was made to establish the experimental condition

and the comparative condition under as nearly identical circumstances as
possib1e.

Pre and posttest questionnaires were given to both groups to

measure the dependent variables at the beginning and again at the end of
the study.

Inferential statistical procedures were used to ascertain

whether either group reduced the number of cigarettes smoked per day from
their initial levels and if the experimental condition made any signifi
cant difference in the number of cigarettes smoked per day.

Both groups

were subjected to the same teaching intervention content; however, the
experimental group was also involved in a values clarification exercise.
The questionnaires and the values clarification strategy for this study
were developed by the researcher.

The content for the teaching interven

tion was identified from the review of the literature related to the
effects upon the fetus and growing child of smoking done during pregnancy
by the mother.

Setting of the Study

This study was carried out in the prenatal clinic of a county
hospital in southern California during the summer of 1973-
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Approximately
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ICO pregnant women were cared for in the five clinics which were held
each week and the majority of the patients seen were MediCal recipients.
Appointments for women experiencing a normal pregnancy were scheduled
every four weeks during the first six months, every two weeks during the
seventh and eighth months, and weekly during the last month.
keep appointments was a problem which occurred frequently.

Failure to
At each visit,

after registering with the secretary, the clients were weighed, their
blood pressure was measured, and a urine specimen was tested.

They then

waited in a large room with benches until they were called into an examin
ing room.

Following an examination by a staff physician or a medical stu

dent, they returned to the waiting room until called by the secretary to
make the next appointment and receive any instructions the physician had
written on their charts.

The nursing staff consisted of one registered

and two vocational nurses, three assistants, and two secretaries.

The

chart forms used contained no question concerning the client's smoking
behavior.

Criteria for Selection of Subjects

The criteria for selection of pregnant women for this sample
were:

a) the fact of pregnancy was established; b) the pregnancy was not

advanced into the seventh month; c) the client was English speaking and
literate, and d) she smoked more than two cigarettes a day on a regular
bas i s .

Women who were found to have preeclampsia, eclampsia, class II-IV

heart disease, chronic hypertension, pulmonary disease, mental retardation,
a history of mental illness, or were under 18 years of age and not married
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were excluded from the sample.
j

It was believed the presence of the

physical and mental disorders constituted additional extraneous variables
which might influece the results of the study.

The legal implications of

securing a signed consent form from minors under 18 years of age, who were
not emancipated prevented using them in the sample.

Subjects who were not

advanced into the seventh month of pregnancy would be expected to return
for the next appointment in four weeks and this would provide a uniform
time period to identify smoking behavior change which may have occurred.
The two- and one-week period for return visit in more advanced pregnancy
was not viewed as an adequate length of time in which to evaluate smoking
behavior change which might have occurred.

Subjects who met the criteria

were selected for convenience as they arrived for their appointments.
Forty-subjects were interviewed over a one-month period.

It was expected

that failure to keep the next appointment would eliminate some from the
samp 1e.

Method of Obtaining Consent
Different consent forms were used for the control (see Appendix
F) and the experimental (see Appendix G) groups.

Charts were reviewed by

the researcher to identify clients who met the criteria and the time of
the next appointment was determined.

In cases where the client met the

other criteria but no information concerning the smoking behavior was
presented, the client was approached by the researcher at the appointment
time and asked about her smoking behavior.

In the case of new clients,

the researcher asked about their smoking behavior and other criteria for
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selection of the sample.

When clients who met the criteria were found,

the researcher identified herself and gave a brief explanation of the
study.

The client was then invited to participate In the study, given the

consent form to read, encouraged to ask questions, and instructed to sign
the form, which was witnessed by the researcher, if she chose to partici
pate in the study.
form.

The client was left alone while reading the consent

An effort at randomizing the sample was accomplished by selecting

the consent form for each subject from a stack which contained a mix of
20 forms from each of the control and the experimental group type of form.

Development of the Research Tools

The pre and posttest questionnaires were developed by the re
searcher after consulting with a statistician.

Demographic data as well

as data concerned with the smoking behavior of the subject was obtained
through use of the pretest questionnaire (see Appendix H).

The posttest

questionnaire dealt only with the smoking behavior (see Appendix I).
The values clarification strategy was designed by the researcher
based on examples from the literature (Simon, and Others, 1378; Kirschenbaum, 1977; Greenberg, 1975).

The expected result of the use of this

strategy was an increased level of awareness by the subject concerning the
values she held prior to the teaching intervention (see Appendix J).
The content of the teaching intervention used in this study was
derived from the review of the literature concerning the effect on the
fetus and the developing child of smoking by the pregnant woman.
tent outline appears in Appendix K.

A con
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Pilot Study

A pilot study was done using two subjects in the control and two
in the experimental group.

The subjects selected for the pilot study met

all the criteria for sample selection.

No changes were necessary in the

sample selection criteria as a result of the pilot study and the four sub
jects were included in the total sample.
The pilot study gave the researcher an opportunity to become
familiar with the data collection tools and the teaching intervention content.

Problems in the proposed data collection method were identified.

It had been planned to present the teaching intervention to the subjects
in groups of four.

Collecting a group of four subjects to hold a group

presentation was found to be unrealistic in the clinic setting.

The sub

jects were anxious about missing their appointments and after the appoint
ment they wanted to leave or were dependent upon someone for transportation.
Dealing with the subjects on a one-to-one basis was found to be a more
realistic approach.

Procedures

After the consent form was signed, each subject was asked to
complete the pretest questionnaire.

Members of the experimental group

were also asked to answer the questions on the values c1 ar?fication
strategy at this time.

The researcher left them during the time these

were being completed.
When this task was finished, the researcher returned.

The sub-

jects in the control group were then presented with the information

r
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concerning the effects upon the fetus and the growing child of smoking
during pregnancy.

An informal discussion format was used by the researcher

and the subject was free to ask questions.

The information presented was

the same for each subject in both groups and the same format was followed.
This was done in an effort to prevent a bias being introduced by the re
sea rche r.
Subjects in the experimental group were asked to select one ans
wer from the values clarification strategy and discuss it with the researcher.

This was a public affirmation of the value the subject had

expressed (Raths, and Others, 1966, p. 30).
strategy would not be collected.

The subject was told the

She was then presented with the informa

tion concerning the effects upon the fetus and the growing child of
smoking during pregnancy.

Following the intervention, she was instructed

to take the strategy home with her and to read it over and think about
her answers and the information the researcher had presented the next time
she 1it a cigarette.
Most of the exchanges took place in the waiting room before the
subjects were seen by the physician.

A few of the subjects were inter

viewed in the examining room while waiting to be examined.

No difference

in response was observed which could be attributed to the difference in
the setting.

Data Col 1ectI on

Data were collected through the use of pretest and posttest
questionnaires.

The pretest questionnaire was completed by each subject

37
after signing the consent form and collected by the researcher at that
time.
chart.

The posttest questionnaire was placed in the subject's clinical
A code number was assigned to each subject and placed at the top

of the pre and posttest questionnaires and also on the consent form.

At

a clinic visit four weeks after the pretest and presentation, the subject
was given the posttest questionnaire to complete by a staff member and it
was collected later by the researcher.

If a subject failed to keep the

four-week interval appointment, she was dropped from the sample.

Analysis of Data

The Mann Whitney U and The Binomial Test for Equality of Propor
tions were the statistical tests used to analyze the collected smoking
behavior data.

The dependent variable, smoking behavior, was measured

before and after the application of the appropriate independent variable.
In the control group one independent variable, the teaching intervention.
was used.

In the experimental group two independent variables, the

teaching intervention and the values clarification strategy, were applied
to the subjects.
demographic data.

Statistical means were obtained for each category of the
These were used to identify any extraneous variables

where a significant difference might exist between the two groups.

Chapter 4

PRESENTATION OF RESEARCH DATA

The problem considered in this study was the effect of a values
cl arification strategy on the smoking behavior of a group of pregnant
wome n.

The data from this study are presented in tabular form.

Demo-

graphic and biographic information is presented first, followed by the
pretest and posttest smoking behavior for all subjects.

Findings are

presented for the control and experimental groups separately.

Nonpara-

metric statistical testing using the Mann Whitney U test and The Binonial
Test for Equality of Proportions was performed on the smoking behavior
data.

The t-test and calculation of correlation coefficient were the

parametric statistical tests used.
Forty subjects were interviewed by the researcher and 40 pretest
questionnaires were completed.

These original 40 subjects were randomly

assigned to the experimental and to the control group with 20 in each.
Both groups were given factual information by the researcher concerning
the effects on the fetus and growing child of smoking.
was one independent variable.

This presentation

The subjects in the experimental group com

pleted a values clarification exercise which was a second independent
variable.
Twenty-nine posttest cuestionnaires were completed within the
required four-week time period.

The remainder of the subjects were

dropped from the study for failure to complete the posttest questionnaire.
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Of the 29 who completed the posttest questionnaire, 14 were from the
control group and 15 were from the experimental group.
Data from the pretest questionnaire of those subjects who failed
to complete the study is presented in Table 1.

The means of the demo

graphic data were found to be comparable to those of the subjects who
continued the study except for the variable age in which the withdraw
subjects appear to be younger.

It was found that subjects who did not

complete the study smoked an average of four cigarettes less per day on
the day of the interview than those who completed the study (see Tables
1 and 7) .

Demographic Data

The demographic data obtained from the sample are presented in
Table 2 for the control group and in Table 3 for the experimental group.
Table 4 contains the means for all categories for both groups.
Smoking Behavior Data

Pre and posttest questionnaire data concerning the number of
cigarettes smoked in a three-day period are presented in Table 5 for the
control group and in Table 6 for the experimental group.

The resu1ts

regarding reduced, increased, or unchanged smoking behavior are summarized.
These data were analyzed using both the Mann Whitney U test and the Bi
nomial Test for Equality of Proportions where p= proportion who decreased.
Table 7 contains the means for both groups of the smoking behavior data.
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Table 1
Means of Pretest Questionnaire Data of
Subjects Who Withdrew
Control
Group

Experimental
Group

Months of Pregnancy

4.4 months

4.1 months

Pregnancy Number

1 .8 pregnancy

1.4 pregnancy

Height

515

5'3"

We ight

140 pounds

117 pounds

Age

19.5 years

19 years

Fami1y Numbe r

3-9

1 .8

Annual Income

$4,900

$5,800

Years of School

10.4 years

10.4 years

Number of Cigarettes
Smoked Per Day

14.1

12.5
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Table 4

Means of Demographic Data
Control
Group

Experimental
Group

Months of Pregnancy

4.96 months

4.46 months

Pregnancy Number

2.78 pregnancy

1.46 p regnancy

Height

5 12

515

We ight

130.6 lbs.

130.43 lbs.

Age

22.42 years

21 .6 years

Family Number*

3 members

2 members

Annual Income

$5,200 per year

$5,400 per year

Years of School

10.42

11 .8

*Median used to correct for skewing in control group data (see Table 2).
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Table 5
Smoking Behavior Data of Control Group Subjects
Number of Cigarettes Per Three Days

2.

Pretest

Posttest

120

120

60

60

3.

30

15

4.

45

40

5.

30

20

6.

30

30

7.

60

40

8.

45

30

9.

9-12

15

10.

60

Increased

11.

90

60

12.

9

9

13.

60

80

14.

60

45

Summary
Unchanged

4

Decreased
Increased

7
3
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Table 6
Smoking Behavior Data of Experimental Group Subjects
Number of Cigarettes Per Three Days
Pretest

Posttest

15.

30

30

16.

30

30

17.

120

120

13.

30

0

19.

27

20

20.

30

20

21 .

45

40

22.

120

90

23.

48

40

24.

13

4

25.

120

40

26.

60

10

27.

120

50

28.

15

15

29.

24

9-10

Summa ry
Unchanged
Decreased

4
11

Increased

0
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Table 7
Means of Smoking Behavior Data
Control
Group
Smoking History

4.04 years

Experimental
Group
4.4 years

Cigarettes per day pretest

16.8 cigarettes

18.6 cigarettes

Cigarettes per day posttest

14.8 cigarettes

11.5 cigarettes

Cigarettes per day decrease

2.0 cigarettes

7.1 cigarettes
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Hypotheses

The nul] hypothesis was that the completion of a values clarifi
cation strategy prior to a teaching intervention to discourage smoking in
pregnant women would have no significant effect on the smoking behavior
of those pregnant women (a=.05).

The alternative directional hypothesis

stated that pregnant women who completed a values clarifying strategy prior
to a teaching intervention designed to discourage smoking would show a
greater reduction in smoking behavior than those who did not at a (a=.05)
level of significance.
Using the Mann Whitney U test a (p=.07) level of significance
was obtained.

The Binomial Test of Equality of Proportions resulted in a

(p=.09) level of significance.

Neither of these indicated a significant

difference between the smoking behavior change of the control and experi
mental subjects; therefore, the null hypothesis was retained.

Discussion

Demographic data were collected from the subjects in an attempt
to identify variables which might have affected the research findings con
cerning smoking behavior.

The only obvious variation in demographic data

between the control and experimental groups was the higher pregnancy number
and family member number demonstrated by the control group.

The difference

in the number of the pregnancy for the two groups was found to be significant (p=.05).

This finding was expected to exert a bias resulting in

less change in smoking behavior in the control group.

The bias expected

in the control group was thought to have resulted from the fact that women
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who had experienced a previous pregnancy in which they smoked with no ap
parent adverse effect on the fetus would be less likely to see the need
for changing their smoking behavior.

A correlation coefficient was cal

culated for the total group of 29 subjects for the two variables change
in the number of cigarettes and the number of the pregnancy.

! t was found

that the correlation was not significantly different from zero (r=.003).
Thus it was felt that the difference between the experimental and control
groups on the variable number of the pregnancy, although statistically
significant, had no important bearing on the variable change in the number
of cigarettes.
Three subjects in the control group increased their smoking be
havior while no subject in the experimental group reported an increase in
smoking behavior.

This Is viewed as a positive finding by the researcher.

The one subject who stopped smoking was a member of the experimental group.

Her smoking history was from three to five years and she

smoked on the average of ten cigarettes a day at the beginning of the
study.

Findings by Fielding (1978) suggest that a low number of cigarettes

smoked per day and a short smoking history facilitates the ability to stop.
The difference between the two groups in change in smoking be
havior was not significant at the p=.05 level.

The fact that a p-.07 was

identified through the Mann Whitney U statistical test indicates a direc
tion in favor of the alternative directional hypothesis.

A greater reduc

tion in smoking behavior was identified in the experimental group.
sample size was limited by the posttest queationnaire response.

The

When an

inadequate number of subjects is used an association between two variables
may not be demonstrated although one exists (Riegelman, 1979).
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A t-test was run on the comparison of changes between the experi
mental and control groups in decrease in number of cigarettes smoked per
day (Tab 1e 7) •

This test gave a significant difference at the 5 per cent

level of significance.

The distribution of the differences for the experi

mental group is skewed by the persons who dropped by 50, 70, and 80 per
three days and therefore the t-test was not accepted as the most appro
priate test to run.

With both positive and negative numbers present in

the data it was not possible to do either a log or square root transforma
tion to get rid of the skewness.

Thus the nonparametric tests which were

run were the most appropriate although the results were not statistically
significant.
In both groups a greater number of subjects reduced their smoking
behavior than either increased or remained unchanged.

This appeared to

support the suggestion made by Danaher and others (1978) that pregnant
women are good candidates to reduce their smoking due to concern for the
welfare of the fetus.

Summary

Demographic and smoking behavior data were presented in this
chapter.

The hypotheses of the study were tested through use of the Mann

Whitney U and The Binomial Test for Equality of Proportions.

The testing

and analysis of the data resulted in retaining the null hypothesis.

Chapter 5

SUMMARY, CONCLUSIONS, NURSING IMPLICATIONS,
AND RECOMMENDATIONS

Summary

The objective of this study was to investigate the effect of a
value clarification strategy on the smoking behavior of pregnant women.
The theoretical rationale was based on a belief that when values are
found to be in conflict with new information the individual who holds
these values will be motivated to change.

Increasing an individual's

awareness of the values held was believed to enhance change.
The quasi-experimenta1 method was used for this study.
search design was pretest posttest.

The re

The dependent variable was smoking

behavior and a teaching intervention was the independent variable applied
to al1 subjects.

A second independent variable, the values clarification

strategy, was applied to the subjects in the experimental group.

Forty

subjects were interviewed; however, only 29 completed the study within
the required four-week period.

A complete description of the methodology

and design are given in Chapter 3The data collected concerning the smoking behavior of the sample
and the results of the analysis were discussed in Chapter 4.
was noted between the control and the experimental groups.

A difference
Seventy-three

per cent of the experimental group reduced their smoking behavior while
only 50 per cent of the control group did so.

50

The mean number of
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cigarettes reduced per day was two for the control group and 7.1 for the
experimental group.

None of these results were statistically significant

at the 5 per cent level and the null hypothesis was retained.
The greatest difference in demongraphic data between the control
and experimental groups was found in the number of the pregnancy and the
number in the family.
categories.

The control group reported a greater number for both

A bias in the direction of unchanged smoking behavior was

expected for the control group related to past experiences where the
smoking had not produced adverse effects upon the fetus of a previous preg
nancy.

This did not occur.

No significant correlation was found between

the number of the pregnancy and the change in the number of cigarettes the
mother smoked.

Cone 1 usions

From the data presented it can be concluded that the values
clarification strategy used with the experimental group and not used with
the control group had no significant effect on the change in smoking be
havior of the pregnant women in this study.

A small sample was used and

the results cannot be generalized to any larger population of similar
subjects.
The analysis of the data using the Mann Whitney U statistical
test resulted in p=.07.
resulted in p=.09.

The Binomial Test for Equality of Proportions

While not significant at the preset level of a=.05,

the results showed a trend which would support the alternative hypothesis.
It can be concluded that pregnant women who are given a values clarifying
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strategy prior to a teaching intervention to discourage smoking will
demonstrate an increased tendency to reduce their smoking behavior,

1n

this study the women in the experimental group did not demonstrate any
increase in smoking behavior.

Some of the women in the control group who

did not complete the values clarification strategy demonstrated increased
smoking behavior.
The results of this study showed that when a values clarifying
strategy was used the number of the pregnancy did not make a difference
when the smoking behavior was reduced.

Of the 11 subjects in the experi

mental group who reduced their smoking behavior, six of them were primiparas and five were multiparas.

All of those who reduced their smoking

behavior were in the fourth or fifth month of the pregnancy.

Nursing Implications

For nurses attempting to bring about behavioral change in patients
through the use of teaching interventions this study appears to have some
re 1evance.

Although the effectiveness of the use of a values clarifica

tion strategy was not shown to be significant in this study, the results
suggested the strategy was directional in bringing about a desired change.
The lack of success in the use of teaching interventions to bring
about desired change inpatient behavior is reported in the literature
(Kramer and Schma1enberg, 1577, p. 181; Uustal, 1978, p. 2062).

This re

searcher suggests nurses should continue to test and research the hypo
thesis that the addition of a values clarification strategy prior to a
teaching intervention would enhance the desired change.

53
Findings from the literature (Uustal , 1978; Coletta, 1978) sug
gest that nurses need to utilize a values clarIfication strategy for them
selves as well as the patient before undertaking the care of that patient.
Incorporation of a values clarification strategy into the nursing process
as part of assessment and the first step of implementation would seem to
be justified when planning patient care.

Recommendations
The following recommendations were made:
1.

That the posttest questionnaire be changed to ask about the

number of cigarettes smoked in the same terms as the pretest questionnaire.
2.

That a study using a larger sample be conducted to determine

if findings would support the directional hypothesis.
3.

A study using values clarification with a different type of

behavioral change.

The pregnant woman brings her concern for her unborn

child with her which is not true for other clients.

if nurses are to

utilize the values clarifying strategy to enhance behavioral change, it
needs to be demonstrated that the change can be brought about with a
variety of clients.
4.

The use of a group setting for the values clarifying strategy

as well as for the teaching intervention.

It was believed that the public

affirmation of the values possible in a group setting will be more effec
tive than the affirmation which occurs on a one-to-one basis.
5.

That a series of values clarification strategies be used

rather than a single strategy such as was done in this study.

A strategy
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would be used first to raise the client’s level of awareness of currentlyheld values.

A second strategy would be used following the teaching inter

vention to assist the client identify values related to the information
presented by the teaching intervention.

Additional strategies might

increase the client's level of awareness of the priority of the values
and facilitate the desired change.
6.

That additional research be carried out to identify whether

the fourth and fifth months of a pregnancy are the prime time in which to
present information to the mother concerning health practices which may
have an effect on the fetus and the growing child.

In this study it was

found that all mothers who reduced their smoking behavior were in the
fourth or fifth months of the pregnancy.

This finding may relate to Reva

Rubin's (1967) theory that the infant becomes a reality to the mother
during the second trimester.
It was hoped that the recommendations made in this chapter will
prove beneficial to nurses who are interested in bringing about change in
patient behavior through teaching interventions,

It would appear that the

area of patient education is in need of research to identify a more effec
tive means of assisting patients to change behavior.
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June 14, 1979
Dr, Jack Kennedy
Chief Dept. OB-GYN
Riverside General Hospital
9851 Magnolia Ave.
Riverside, CA 92503
Dear Doctor Kennedyi
As a graduate student in nursing, I am investigating the ef
fect of a values clarification strategy in bringing about a
change in the smoking behavior of pregnant women. This
study entitled "The Effect of a Values Clarification Strategy
on the Smoking Behavior of Pregnant Women" is to meet part of
the requirements for a master’s degree in nursing at Loma
Linda University, I am hereby requesting permission to in
volve patients and their records from the Riverside General
Hospital OB-GYN Prenatal Clinics in my study. My thesis com
mittee, with Mrs. Clarice Woodward as chairman, has approved
this thesis. Approval from the University Committee on Human
Studies has also been obtained.
The proposed research will be quasi-experimental in nature.
It will involve the completion of both a pre-test and post
test ^ questionnaire by pregnant women at selected prenatal
clinic visits. One half of the group will complete a values
clarification exercise and attend a. presentation given by me
concerning the effects on the fetus of smoking by the preg
nant woman. The other half will attend only a presentation
covering the same material, I expect to do twelve presenta
tions to groups of four plus one four member pilot study.
The total time for each group will be fifteen minutes and the
only risk might be an increased anxiety by the patient concerning her smoking behavior. Confidentiality of the patient’s
responses and the right to withdraw from the study without
prejudice will be assured for each patient.
With your permission I would like to begin data collection
during the third week in June. I will be happy to make an
appointment with you to discuss this research further if you
desire and to share the findings of the study after its c ompletion. Space has been provided on the attached letter from
the Graduate Program for your reply. Thank you for your as
sistance.
Sincerely,

Jean Eiber, R.N., 3.S., M.A.
Graduate Program in Nursing
Loma Linda University
School of Nursing

APPENDIX B
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RIVERSIDE GENERAL HOSPITAL

Date

6/IM19

Dear:

Jean ELbe'r:
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Your request for permission to collect data for your research
at Riverside General Hospital has been received and reviewed.
Th^vfollowing action has been taken*
/V You have my permission to conduct your study in our fa/
cility.
____ Your request has been temporarily denied pending provi
sion of additional information.
____ Your request cannot be granted at this time.
Also, it will be necessary for you to*
____ Obtain permission from the attending physician since
your study involves patients and/or their records,
____ Obtain additional permission from_______________________.
____ Notify and/or advise the following persons of your study.

Make an appointment with
for additional discussion and information provision.
Other
If I

■n.

-—
f:

r hedp, please let me know.

rely.
£

pv, Jacck Kennedy, 31.D.
Chiefs Dept. 0B-£rYN
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LOMA LINDA UNIVERSITY

Loma Linda Campus
LOMA LINDA, CALIFORNIA 92350

La Sierra Campus
RIVERSIDE, CALIFORNIA 92515
SCHOOL OF NURSING

Approval Date

May 15, 1979

Jean Eiber
1938 Bonnie Brae
Riverside, CA 92506

Dear Graduate Student:
The Ethics in Student Research Committee has reviewed the proposal you
submitted for a research study to partially fulfill the School of Nursing
requirements for a Master of Science degree from Loma Linda University.
The Committee has voted that your study is:
Approved as submitted in the specified setting for one year.
Approved in the specified setting for one year after the recom
mended changes have been made and a memo from your research
chairman to this effect has been received by the committee
chairman.
Not approved as submitted to the committee. See the attached
comments for recommended changes. Must be resubmitted prior to
any data collection.
X

Deferred to:

x UCOHS

Research Chairman

Other

5_ Please see attached recommendations and/or comments regarding
this action.
Please remember to give all signed consent forms to the Research Coordin
ator. Please contact the Chairman of the Ethics in Student Research
Committee if you have questions related to the decision of the Committee.
If any changes are made in the hypothesis, tool, consent form, or the
procedure for data collection, this proposal must be resubmitted to this
Committee. If data collection extends beyond one year the proposal must
be resubmitted to the Committee.
We pray that the Lord will continue to bless your endeavors.
Sincerely,
u

—/

y

>-“•

€6,

Evelyn L. Elwell, Chairman
Ethics in Student Research Committee
xc:

Research Committee Chairman

C. Woodward

RECOMMENDATIONS AND/OR COMMENTS
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After #6 of primary consent form to explain possible guilt impact
on mother.
Grammatically after #3 of the primary consent form and #4 of the
secondary consent form.
After pre-test questionnaire to clarify types of cigarettes.
Method includes control of variables to explain pre-test,
Correct
spelling throughout.
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LOMA LINDx4 UNIVERSITY
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Loma Linda Campus
LOMA LINDA, CALIFORNIA 92350

La Sierra Campus
RIVERSIDE, CALIFORNIA 92515

GRANTS RESOURCES SERVICE

June 18, 1979

Jean Eiber
c/o Clarice Woodward
Chairman, Parent/Child Department
School of Nursing
Dear Ms. Eiber:
Your proposal for a study entitled MThe effect of a values clarification
strategy on the smoking behavior of pregnant women11 was reviewed by the
Committee on Human Studies of Loma Linda University at its regular
meeting on June 13, 1979.
The committee requested the following changes:
1.
2.

Exclude unmarried minors from the study.
Check with Lawrence Longo, M.D., to ascertain if 2 cigarrettes is
“a significant number," or if indeed there is such a number.

The actions of the committee are as follows:
Risk to subjects is minimal.
Protocol is approved, subject to above.
If there are any further modifications to the proposed research protocol
or consent form, or problems arising from the study, please notify the
committee in writing of these changes or problems.
If you have questions,
please feel free to contact us.
You will be asked to provide a progress report in one year or at the
conclusion of this study indicating the number of subjects enrolled and
any side effects incurred by the participants.
Best wishes in your project.
Sincerely yours,

(Z.
Linda G. Halstead
Secreta ry
Committee on Human Studies
LGH:ag
2 cc
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Jean Eiber
193b Bonnie Brae
Riverside, GA 9250o
June 27, 1979
Lauerence D. Longo, I-l.B.
?of. GY'N/OB and Physiology
Lorna Linda Medical Center
Loma Linda, GA 92354
Dear Doctor Longo:
The Lorna Linda
quested that I
pregnant woman
have a smoking
Yes
No

University Committee on Human Studies has re
contact you to ask if in your opinion does the
who snores as few as two cigarettes everv datr
habit?
»
" P\

mtl -

/

s^(

Vv~>

If no, how many cigarettes does a pregnant woman have to smoke
every day to constitute a habit?
iMumber of cigarettes

Jean Liber, R.N •, M. A.
Graduate Student
Loma Linds University
School of Nursing

6
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Consent Form for participation an a Research Study
I have been told that the purpose of this study is to
investigate the effect of attending a class describing the
effect of smoking by a pregnant woman on her unborn child on
that woman’s smoking behavior.

It has been explained to me

and I am aware that as a participant in the study $
1.

I will fill out a questionnaire which will be
collected.

2.

I will attend a class given by Jean 2iber, K.N.
describing the effects of smoking by a pregnant
woman on her unborn child.

3.

I will fill out a questionnaire at another
appointment which will be collected.

4.

My name will not be used in the study in any way
or for any purpose.

5.

I may benefit from this study by increasing my
knowledge about the effects of smoking and also
realize that my anxiety may increase.

6.

I will not be harmed by participating in this
study and there is no known risk to my physical,
social, or emotional health.

7.

I have been given the opportunity to ask questions
and they have been answered to my satisfaction.

3.

I understand I may contact Jean Eiber at 787-3635
if I have any questions.

75
It has been explained to me and I an aware that par
ticipation in this research project is voluntary and that I
have the right to withdraw from it at any time without incur
ring any disadvantages.

Any and ail information obtained

through this study will be treated in a cocEfiden^ial manner.
Reports or publications resulting from this study will not
contain any information which might lead to my identification
as a participant in this study,
"I have considered all of the above statements and
hereby give my free and voluntary consent to participate in
the Effect of a Class Presentation under the supervision of
Jean Eiber, R.N. a graduate student in nursing, Loma Linda
University, and in witness thereof I have signed this consent.
I am aware that I am free to withdraw from participation in
the study at any time without resulting in any prejudice to
ward me.M

Signed"

Date

Wildness

APPENDIX G
Patient Consent Form for Experimental Group
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Consent Form for participation in a Research Study
I have been told that the purpose of this study is to
investigate the effect of a values clarification exercise on
the smoking behavior of a pregnant woman,

It has been ex-

plained to me and I am aware that as a participant in the study
1.

I will fill out a questionnaire which will be col
lected.

2.

I will participate in a values clarification ex
ercise which will be seen only by me.

3.

I will attend a class given by Jean Eiber, R.N.
describing the effects of smoking by a pregnant
woman on her unborn child.

4.

I will fill out a questionnaire at another
appointment which will be collected.

5.

My name will not be used in the study in any way
or for any purpose.

6.

I may benefit from this study by increasing my
knowledge about the effects of smoking and also
realise that my anxiety may increase.

7.

I will not be harmed by participating in this
study and there is no known risk to my physical,
social, or emotional health.

8.

I have been given the opportunity to ask questions
and they have been answered to my satisfaction.

9.

I understand I may contact Jean Eiber at 787-3635
if I have any questions.

r
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It has been explained to me and I am aware tha.t; par
ticipation in this research project is voluntary and that I
have the right to withdraw from it at any time without incur
ring any disadvantages,

Any and all information obtained

through this study will be treated in a confidential manner.
Reports or publications resulting from this study will not
contain any information which might lead to my identification
as a participant in this study,
"I have considered all of the above statements and
hereby give my free and voluntary consent to participate in
■fch® Effect of a Values Clarification Exercise under the super
vision of Jean giber, R,N, a graduate student in nursing,
Loma Linda University, and in witness thereof I have signed
this consent.

I am aware that I am free to withdraw from

participation in the study at any time without resulting in
any prejudice toward me."

Signed

Date

Witness
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79

80

Pretest Questionnaire
1.

Number of months pregnant:

2.

Is this your first pregnancy?

3.

Height

4.

Weight before pregnancy

5.

Age

6.

Marital Status:

7.

Number in family

8.

Annual income:

M

S

Yes

No

Sep

D

Under $5,000

If no, which?

Over $5,000 but under $10,000

$10,000 and over
9.
10.

Number of years of school completed
How long have you been smoking?
___ Less than 1 year

Over 1 year

3-5 years

11 .

How many cigarettes do you smoke in a day?

12.

What brand of cigarette do you smoke?

13.

What type of cigarette do you usually smoke?

Number

Brand name
Type

Over 5 years

APPENDIX I
Posttest Questionnaire Form
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Posttest Questionnaire

} .

On an average how many cigarettes
have you smoked in the past three days?

2.

What brand of cigarette do you smoke?

3.

Do you believe you have changed your
smoking behavior in the past month?

4.

If yes, please explain why and in what way.

Number
Brand

Yes

No

APPENDIX J
Values Clarification Strategy
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8b

This

B

A

is Your Baby:

B

Y

i.

In the first B square write what you believe is the most
important thing to know about your baby when it is born.

2.

In the A square write something you now do because you
believe it will help your baby.

3.

In the second B square list all the harmful things you
know that would harm your baby before birth.

4.

In the Y square write an answer for the following question.
If you discovered something you were doing was harming your
baby during the pregnancy what would you be willing to do
about it?

5.

Are there any answers you would like to discuss with me?

APPENDIX K
Outline for Teaching Intervention
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Outline for Teaching Intervention
Possible effects of mother's smoking on the fetus and growing child as
documented in the literature.
1.

Low bi rth weight
a.

2.

Due to carbon monoxide in cigarette smoke

Increased risk of prematurity
a.

Problems of premature infant

b.

Problems for parents

3.

Risk of abortion

4.

Perinatal and neonatal death rates increased

5.

Mental and physical retardation of infant
a.

At time of delivery

b.

Related to number of cigarettes smoked by mother

c.

Long-term effects on growing child

Note:

Every effort will be made to give information without using a
frightening approach.

